Introduction
Corneal disease is one of the major causes of blindness worldwide. Infectious keratitis, ocular trauma, and corneal opacities cause an estimated 1.5-2.0 million new cases of unilateral blindness every year. 1, 2 The prevalence of corneal blindness remains highest in developing countries. 3 Corneal scar from trachoma is reported to cause 20.6% of all blindness in Ethiopia. 4 Corneal scars from vitamin A deficiency, use of traditional medicine, and trachoma accounted for 44% of bilateral blindness and 39% of monocular blindness in Tanzania. 5 While rapidly transitioning into a developed nation, the People's Republic of China faces challenges in eliminating corneal blindness. In population studies in the People's Republic of China, the rate of corneal blindness in at least one eye ranged from 0.3% to 0.9%, [6] [7] [8] which is higher than that reported in India, a comparable nation in Asia.
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The leading causes of corneal blindness in the People's Republic of China have been reported to be keratitis and trauma. [6] [7] [8] 10 There is an absence of representative clinic-based data on the magnitude and etiologies of corneal diseases managed by ophthalmologists in the People's Republic of China. The identification of risk factors could lead to targeted improvements in public health measures, such as the promotion of eye protection to prevent trauma-related corneal injuries and hand hygiene to prevent spread of infectious keratitis, in any vulnerable group. We sought to identify the most common etiologies of corneal disease and the risk factors associated with worse visual outcomes in an outpatient setting. Additionally, we evaluated the prevalence of traditional Chinese medicine (TCM) in patients with corneal diseases in such an environment.
Methods
One hundred consecutive patients seen by one corneal specialist (BC) at The Second Xiangya Hospital of Central South University in Changsha, People's Republic of China, were evaluated. Changsha, with a population of 7 million people, is the capital and most populous city in Hunan Province, located in the central region of southern China. The Second Xiangya Hospital is a tertiary hospital serving a mix of rural and urban patients. This cross-sectional study was conducted from November 2014 to December 2014. The study protocol was reviewed and exempted by the institutional review board at Yale University, given no patient identifiers were recorded. Additional institutional review board approval was obtained from The Second Xiangya Hospital of Central South University. Verbal consent was obtained from all patients.
A comprehensive medical interview was conducted, focusing on patient's history of present illness, ocular history, social history, and use of TCM for their ocular disease. A comprehensive ocular examination was performed including best-corrected visual acuity tested with tumbling E chart and slit lamp examination with fluorescein staining. Visual acuity in decimal notations was recorded. Causes of infectious keratitis were diagnosed clinically as according to the standard of practice in the People's Republic of China. All fungal and acanthamoeba keratitis were confirmed by confocal microscopy. The ophthalmic equipment was calibrated and standardized at regular intervals to minimize any potential observer or measurement bias.
Visual acuity of the affected eye or the worse eye (if both eyes were involved) was analyzed. There was a concordance between the adjusted and unadjusted analyses in identifying the variables that have significant odds ratios (ORs). Prevalence rate and adjusted OR with corresponding 95% confidence interval (CI) are presented. Student's t-test was used to compare the mean visual acuity between groups and the mean patient age by sex. One-way analysis of variance was used to compare the mean visual acuity between age groups. One-sample chi-square (χ 2 ) test was used to compare the distribution of demographic characteristics. Pearson's χ 2 test was used to compare the distribution of corneal diseases by rural and urban locations. Five patients with both infectious and noninfectious corneal diseases were excluded from analyses comparing infectious and noninfectious etiologies.
Results
Demographic profile
Of the 100 consecutive patients evaluated, there were 50 female and 50 male patients. The average age of patients was 46.0±20.1 years. There was no difference in sex, average age of the patients by sex, and laterality of eye affected (Table 1) . More patients had mild or no visual impairment (n=48) compared to those with moderate (n=12) or severe impairment (n=10) or blindness (n=30). Table 2 ). Occupation was not a significant risk factor in this population. There was no difference in visual impairment when comparing agricultural workers, indoor workers, or unemployed patients.
In addition, a similar binary logistic analysis was conducted for patients with unilateral or bilateral blindness (n=30). However, adjusted OR for sex (P=0.145), age 60 years and older (P=0.067), and rural location (P=0.258) were not significant. Table 3 ). Of the 14 patients who used topical and/or systemic TCM, 71.4% were from a rural location. 
Discussion
We found that age 60 years and older, male sex, and living in a rural location are risk factors for worse visual impairment in an outpatient population in the central region of southern China. Previous epidemiology studies in India and the People's Republic of China have reported age and male sex as risk factors for poor visual outcome. [6] [7] [8] [9] These studies examined corneal diseases in rural populations only; thus, they were unable to discern whether rural location was associated with disease prevalence. Another study examined the prevalence of corneal blindness in Ningxia, People's Republic of China but did not show any significant association between rural living and corneal blindness. 6 Our results demonstrate that rural living was associated with worse visual impairment, ocular trauma, and a diagnosis of infectious keratitis, particularly bacterial and fungal keratitis. This may be because rural residents are exposed to more organic matter on a daily basis than urban residents. They also may be more predisposed to ocular trauma due to rural a given a total sample size of 100, % equals n. b Five patients were excluded in binary logistic analysis as they had both infectious and noninfectious corneal diseases. Abbreviations: OR, odds ratio; CI, confidence interval; F, female; M, male; TCM, traditional Chinese medicine. 
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Corneal diseases in the People's republic of China lifestyle. Ocular trauma may predispose them to infectious keratitis, particularly fungal and bacterial keratitis, which were difficult to treat and carried a poor visual prognosis. Our study is consistent with others that identified a high prevalence of infectious keratitis and history of ocular trauma in the People's Republic of China. 7, 9, 12 The identification of the rural population as a particularly vulnerable group with worse visual outcome emphasizes the need for safety measures and use of eye protection to prevent injuries.
The use of traditional medicine, particularly Indian and African traditional medicine, has been reported as a risk factor for corneal blindness. [13] [14] [15] [16] An estimated 26% of childhood blindness in Malawi 16 and 25% of corneal ulcers in Tanzania were associated with the ocular use of traditional medicine. 17 African traditional eye medicine also increased the risk of developing peripheral corneal ulcers. 13 TCM has shown to be effective in treating DES. 18, 19 In a randomized controlled study involving 80 patients with DES, Chi Ju Di Huang Wan was shown to improve tear breakup time after 2-4 weeks of use by Rose Bengal staining. 18 A meta-analysis of seven randomized controlled trials showed that 198 patients with DES who underwent acupuncture had an improved tear breakup time, Schirmer I test, and cornea fluorescein staining compared to 185 patients with DES treated with artificial tears. 20 The treatment duration in studies included ranged from 8 weeks to 8 months. 20 Our study did not show any association between TCM and either better or worse visual outcome.
It is important to interpret the results of our study by understanding the following limitations. The prevalence of corneal diseases in a referring subspecialty clinic cannot be extrapolated to estimate the prevalence of corneal diseases in the general population in southern China. It is likely that the prevalence of corneal diseases and any associated decreased visual acuity is lower in the general population than our patient sample. Our findings were based on the observation and analysis of patients who were referred to one tertiary hospital in the People's Republic of China. Difficulty in accessing ophthalmic care at a tertiary center may explain any difference in prevalence and patient demographics in community clinics.
By selecting consecutive patients from one examiner, we minimized observer and measurement bias. Additionally, patients' diagnoses were confirmed by clinical and/or objective data. This study is unique in that it reports consecutive cases managed by a corneal specialist in the People's Republic of China and the risk factors associated with worse 
